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W 000 INITIAL COMMENTS | wooo |
! | e |
' A recertification su vey was conducted from June | ’
7, 2007 thru June &, 2007, The survey was 1l !
initiated using the fandamental survey process. A | / ‘
| randorn sample of wo clients was selected from | j !
| @ resident populativn of four fermales with various | | g
| disabilities. The findings of the survey were ! g r
i based on observations, interviews with clients and' ]
I staff in the home ar d two day programs, as well | |
as areview of clieni and administrative records, f Il !
including incident reports. ] | i
W 120 f 483 410(d)(3) SERVICES PROVIDEDWITH | w 120
| QUTSIDE SOURCES ! | 1t is the Policy of St. Johns Community Services /25/07
- . , to assure that outside servi tt -
! The facility must asz.ure that outside services f cach resident. The D;; P;:es me;ash;czzeds of
) meet the needs of ¢ach client. I, provided a divided high.sided plate for Sample #
. 2.
|
[ ! In the future, the home will that al
i . ] , s ome will agsure that all
+ This STANDARD is not met as evidenced by: ll | outside services mect the needs of all residents
| Based on chservations, staff interview, and | : in a timely manner.
| record review, the fa:ility failed to effectively . ; ' ;
| monitor each client's day program to assure that | | !
tthe needs were met Jor one of two clients in the ! i
.i sample. (Client #2) | i i
- ! ! i
| The finding includes: .' ! :
i ! |
Observation during te lunch meaitime on June 7. | ! ' 6/25/07
: 2007 at approximatel/ 12:30 PM reveaied that | |' l‘
 Client #2 was served her prescrived dietona | | :
- sectioned paper plate placed on an elevated i' i '
| plateform. Interview with the day program staff ! | |
 acknowledged that Cl ent #2 used a sectioned | i '
| Paper plate instead of a divided plate during | | |
} mealtime. Further interview revealed that the day | .' |
i program did not have a current mealtime protocol ; . of | 107
Hfrom the facility. Review of the Individual Support i ; E’:ﬂ:ﬁgﬁ:ﬁ:&hﬁ%c:;nﬂ?:gcqr;; %’% hag ! 6/25
|| Plan (ISF-‘) date.d November 23, 2006 on June S' ! . rccommended and the Day Program has a high !
l 2007 at approximately 12:30 PM revealed (hat it l‘ l sided divided Plate for Sample #2 lx
RE -NTA S SIGNATLRE N YR NG A E

SUPPLIFR R 7

WY DIREC TORRS @( VIDERS
O—Q«_,D ),

o

loroor_(Jreeh /54l

dté‘ﬁr:k{nr'.y 5tal&“me)‘:l eading with an i
o safediimrds mavide sufficient protecti
wing the date of survey whether ar pet
s following ihe date ese documents o
rarm parligipation

an o e patienls  (fee instrimclions
apl

W M- 2567(02- ) Pravious Versions Qnsclete Fveni ID 2M0R1

@aterish () denoles A deficieny whiz

an of corrention i provided  For nursing homes,
made svailable tn the faciity, |f deficiencias

I the instituton "f?@c Axcused fam sarrecting broviding il ie detsrmined (h
) Except for nuising homes. 1he finclings =tatocl above are disclnzakle G0 cdays
the abave findings and plans of correction are disclosable 14
are ciled, an approved plan of correction is requisile to conlinued

Factlity 1. oscran If continuation sheal Pana 4 Af 9n




2827275937 OFFICE OF IG PAGE B3/58

B6/26/2007 18:46

FPRINTED: 06/15/2007
FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPFLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER COMPLETED
A BUILDING
B WING
09G149 - (6/08/2007

NAME OF PROVIDER OR SUPPLIER

ST JOHN

STREET ADDRESS, CITY, STATE, ZIP CODE
2715 13TH STREET, NE
WASHINGTON, DC 20018

X4} iD | SUMMARY S”ATEMENT QF DEFICIENCIES
PREFIX | {EACH DEFICIEN:Y MUST BE PRECEDED BY FULL
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION P sy

W 120 | Continued From page 1
! was recommended that Client #2 utilize a divided !
| Plate during mealtime. The facility failed to ensure |

| that Client #2 usec a divided piate during

, mealtime as recornmended by the ISP at the day

! program.

W 124 483 420(2)(2) PRCTECTION OF CLIENTS
| RIGHTS

The facility must er sure the rights of all clients.

i Therefore the facility must inform each client,

‘ parent (if the client s a miner), or legal guardian,
of the client's medit:al condition, developmental

‘ and behavioral stalus, attendant risks of

i treatment, and of the right to refuse treatment,

|

|

! This STANDARD is not met as evidenced by:
| Based on observation, interview and record

| verification, the facility failed to ensure the right of
JI each client or their le:gal guardian to be informed

i of the client's medical condition, developmental

i and behavioral status, attendant risks of

i reatment, and the right to refuse treatment for

1 One of two clients in the sample, (Client #2 )

|
|
|
!
|
|
|
|
|
|
|
|
|
a'
l

|
' The findings include:
|

,‘ 1. Observation of the morning medication

I administration on Jure 7, 2007 at approxirmately
i 7:30AM, revealed Client #2 received Risperdal 1
| mg by mouth. Interview with the nursing staff on
“June 7, 2007 at approximately 7:45AM revealed |
| that the medication w.as prescribed for behavior l
"management. Review of the client's physicians

» orders dated June 1, 2007 on June 7, 2007 at

| approximately 9:45 AM revealed that Risperdal 1
| Mg by mouth twice a 1lay was incorporated in a

j
|
 Behavior Support Plar (BSP) dated November 9, |

1D !

PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ] CROSS-REFERENCED TO THE APFROPRIATE RATE
| DEFICIENCY) l

|
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|
I
i
i
|
W 124 ’
|
|
| |
| |
I |
} I
! i
! |
' |
|
f |
| |
| i
: ]
j |
[
!
| 6/25/07

1. Tt is the Policy of St, Johns Community
Services ta ensure the rights of all individuais
The family of Sample # 2 has signed consent for |
both the Psychotropic Meds and the Behavior f
Support Plan. i
It Is Important to note that the Court has
acknowledge that all family members do not
need to be subjected to the process of becoming
a legal limited medical guardian. The concemn
raised by the Health Department has been
commuynicatcd to the Department of Disability
through its Case Management Setvices.

|

——
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|
I
| l

w 124; Continued From page 2 1{
| 2008, to address behaviors associated with ’

| Physical aggressic1, sereaming, yelling and '
|

!

|

|‘

j‘ spitting. Interview with the Qualified Mental
| Retardation Professicnal (QMRP) on June 7,
| 2007 at approxima ely 10:00AM revealed that
| Client #2 did not have a legal guardian. The
review of Client #2's Psychological Assessment
dated Naovember 10). 2006 on June B, 2007 at
approximately 2:401°M indicated that she doeg
I not evidence the caoacity to make independent
| decisions on her bealf regarding her habilitation |
I planning, placemen:, treatment, finaneial and |
{ medical matters anc! can not give informed )
| cansent. There was no documented evidence
| that the facility inforrned Client #2 or a o
legally-authorized resresentative. as appropriate, 1
|
[
|
|

z
)f
|
|
|
,]
|

of the health benefits and risks of treatrnent
I associated with the use of his psychotropic
| medications and corresponding BSP.
| Additionally, the facil ty failed to provide evidence |
i that substituted consznt had been obtained from
Il a legally recognized individual or entity.
| 2. Interview with the QMRP and review of
i medical consult dates September 25, 2006 on
1June 8, 2007 at approximately 2:50PM revealed
that Client #2 had a Calonoscopy performed on
f September 25, 2006 . There was no documented
| evidence that the faciiity informed Client #2 or a

|'
|
1
ll 2, Samplc # 2 Sister did signed the consent for
I
|
|
|
:'
| legaliy-authorized representative, as appropriate, ll
|
|
|
I
i
|
!
|
l

the Colonoscopy. Please find attaché a copy for |
YOur revicw, i

!
| |
tof the health benefits .and risks of treatment |
s associated with the cclonoscopy examination, [
. Additionally, the facility failed to provide evidence !
| that substituted conse 1t had been obtained from ;

| a legally recognized individual or entity. !
W 125 | 483 420(a)(2) PROTECTION OF GLIENTS

i RIGHTS

w 125!

|
|
I
i
|

l
[ :
f )

| The facility rmust ensurs the rights of all lients,
|

M ACMS2BR7(NL001 P rayays Varainns (s [ vent iD 70Gr+ 4 Facilly [ DG 19 It gontinualion =hes Rage 3 of 30




‘ - PAGE BB/5B
P6/26/2007 18:46 21827275337 OFFICE OF IG

PRINTED: 06/18/2007

DEPARTMENT OF HEAL™H AND HUMAN SERVICES FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICAFE & MEDICAID SERVICES
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED

09G149 B WING 086/08/2007

STREET ADDRESS, CITY, STATE, ZIP CODE
2715 13TH STREET, NE
JOHN
STJOH WASHINGTON, DC 20018
D ' PROVIDER'S PLAN OF CORRECTION " (x5)

PREFIX [ (EACH CORRECTIVE ACTION SHOULD BE COMPLE HON
TaG } CROSS-REFERENCED TO THE APPROPRIATE DATE

NAME QF PROVIDER OR SUPPLIER

SUMMARY STATEMENT OF DEFIGIENCIES
(EACH DEFIGIENT Y MUST BE PREGEDED BY FULL
REGULATORY OR _SC IDENTIFYING INFORMATION)

x4)1D |
PREFIX

TAG
W 125 Continued From page 3
| Therefore, the faci ity must allow and encourage
individual clients ta exercise their tights as clients
| of the facility, and a5 citizens of the United States, |
including the right &> file complaints, and the right
to due precess,

DEFICIENCY)

{
|
f

| This STANDARD is not met as evidenced by:

i Based on staff interview and record review, the
facility failed to ensure that a system had been
developed to inform each client, parent or legal

| Quardian of the client's behavioral status, risk of

i treatment, and the r ght to refuse treatment for

‘ one of the two clienls in the sample. (Client #2)

lf The finding ineludes

{Interview with the Qualified Mental Retardation

' Professional (QMRP) on June 7, 2007 at

| approximately 10:30AM revealed that Client #2's
j sister was active in her life. Review of a medical
tconsult, dated Septe nber 25, 2006 on June B,

| 2007 at approximatey 2:50PM revealed that

| Client #2's sister signed the consent for a

! colonoscopy. however she was not the legal I
I'guardian. Review of ‘he Psychological
| Bssessment, dated November 10, 2006 on June |
- 8, 2007 at approxima ely 2:40PM indicated that
| she does not evidenc:: the capacity to make .
. iIndependent decisions; on her behalf regarding |
 her habilitation planning, placement, treatment, !
i financial and medical matters and can not give |
'informed consent. There was no evidence the !

See 120

|'
|
|
|
|
|
|
|
|
|
j

I elient had a legally-sanctioned guardian and/ora |
 surrogate health care Jecision-maker to review or | [
1

i approve the colonoscopy. |
| H :
! " |
W 140 1 483.420(b)(1)(i) CLIENT FINANGES W 140 ;
S— . | 1 i
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w 140’ Continved From piuge 4 ( W 140‘ i
I l |
’ The facility must extablish and maintain a system ' ; f
that assures a full and complete accounting of |
| clients” personal funds entrusted to the facility on | '
’ behalf of clients, ! '
| | |
. | | |
| This STANDARD 5 not met as evidenced by: { |
| Based on staff interview and review of recards, | 1
- the facility failed to nstablish and maintain a i '
[’ system that ensures a complete and accurate ’ ‘
accounting of clients' funds that are entrusted to ! |
+ the facility for one of the two clients in the sample. | i ]
| (Client #1) f J
i I '
I} The finding includes | |l
] ! '
! Interview with the Qualified Mental Reardation | o . . ) . .
! Professional on June 8, 2007_ at approximately |l tlz :1 tﬂl:t:;h;z ost; :-:1 .Itcl.)'l;lt'l, : e?g::;:-.u:gﬂlsafgms 6/8/07
! 1:50PM revealed that the facilty was unable to | complote ccz;:ﬁ ting of its residents persom]
ropen a bank account for Client #2 because she | :u 'dp t:l rod m“:f Cacility. A 1o pest o
t does not have a birth certificate. Further interview s nas en q ch the fa e'lvco fté;m e ;"2 irth
 revealed that the cliet's sister was in the process | ! Ce;','ig"atcf ! e of oo bank
 of obtaining a birth certificate for the client, a0 the purpose of opening a
! Review of Client #1 social assessment dated I
, N Tt is important to note that the Department on
é Octobé_r 28, 2008 on June 8, 2007 at . ! Disability receives the 8380 fro, Sample # 2
i Approximately 2:00PM revealed that the clignt father pension. The home has not recoived t
| receives $380 a monih from her father's pension | i pension and I:h.ercf‘ . Idas :!0 recew}a the
I and that the facility manages her funds. There JI o 0r¢ could not account for it. |
l'was no documented cvidence presented or on file | ; |
! . : - In the future, St John®s Community Serviees
 at the time of survey t t for the ¢l Lo ™ ty Services |
| funds e ors y 12 account for the clients ' | f;vtll estal?]mh abalnk account for the ,ind.ividualsj
' it serve i a -
W 153 483.420(cl)(2) STAFF TREATMENT OF | w153 ? & timely manner. |
| CLIENTS i ! |
| | i
| The facility must ensure Ihat all allegations of i | l
mistraatment, neglect or abuse, as well as ! .! !
1 injuries of unknown scuree, are reported | | :
| immediately to the administratar ar to other | ! l
——— b _ i !
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|
i 1
W 153 Continued From page 5 W 153 I
officials in accordance with State law through
! established procedires.

W 159

IAM SRS DB6702-910) Pravious Veosung

! This STANDARD ig not met as evidenced by:

| Based on interview and record review, the facility
| failed to ¢ansistently document the reporting of

| client injuries of unk Jown origin to the designated
administrator, and tc report incidents that pose a
risk to client health ¢r safety to governmental
agencies, as required by DC regulation (22
DCMR Chapter 35 Section 3519,10).

The findings include:

1. Reveiw of an unu¢ u al incident report dated
i March 15, 2007 on Jline 7, 2007 at approximately
| 8:45AM, revealed that Client #1 had to be taken
"to the emergercy room for shoriness of breath
| after eating dinner. The client was treated for a
| urinary tract infection/asthma and released on the |
| same day, Review ¢’ the unusual incident report |
I failed to evidence thzt this incident had been '
| reported to governmental agencies as required,

l‘ 2. Reveiw of an unus 1al incident report dated |
- August 28, 2006 on June 7, 2007 at |
| approximately 3:00AM, revealed that Client #2

| who is a diabetic was observed to have bleeding

‘ around the area of the great right toe. Review of
| the unusual incident raport failed to evidence that
i this incident had beer reported to governmental

. agencies as required

; 483.430(a) QUALIFIED MENTAL

! RETARDATION PROFESSIONAL

] Each client's active treatment program must be '
tintegrated, ¢coordinated and monitored by a
v qualified mental retare ation professional. |

Dbrolwte Evenl 1D 2@ 11

(LT ——— RV i ———— et A A

I. ATl staffs at the facility have been trained on ! 6/20/07

fnci.dcnt reporting on 6/20/07. In the future all
Incidents will be rcported in a timely manner

' 2. See W153
|

|
r
|
|

|
W 159!
|
!

....... S
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W 159 Continued From page 6 W 159!

l'[ This STANDARD s not met as evidenced by:
' Based on interview, and record review, the
'Qualified Menta! Re ardation Professional

| (QMRP) failed to ensure the coordination of

| serviges for two of two clients in the sample.

| (Client #2)

J
i The findings inglude.

| 1. The QMRP failed 0 coordinate services with
i Client #2's day program to ensure the use of
1 3daptive eguipment during mealtimes as

| evidenced by:

 Observatian during the lunch mealtime on June 7,
12007 at approximately 12:30 PM revealed that

| Client #2 was served her prescribed diet on a

| sectioned paper plate. interview with the day

| program staff on June 7, 2007 at approximately
1 12:40 PM, revealed t'iat Client#2 used a

|' sectioned paper plate instead of a divided plate
-during mealtime. Interview with the QMRP on
SJune 7, 2007 at appreximately 4:00 PM, revealed
| that the day program 'was made aware that the

: Client was recommended to use a divided plate

; during mealtime. Review of the Individual

' Support Plan (ISP) dated November 23, 2006 on

| June 8, 2007 at approsimately 12:30 PM revealed

that it was recommencied that Client #2 utilize 3

 divided plate during m=altime. The facility failed to

. énsure that Client #2 « sed a divided plate during
' mealtime as recommended by the ISP at the day
' program.

- 2. The QMRP failed to coordinate services with
i Client #2's day prograr to ensure that they had g
i current mealtime protezol as evidenced by:

i
|
!
!
I

|

|
i
f
|

‘The Day Program was informed about the need  6/2 5/07

1

i
!
|
i
i

The Day Program has receive a copy of the

10 use a divided high-sided platc as
recommendcd in the ISP on 6/25/07. The OT
has address the issue. A copy of the progress
note has been attached for your review.

6/25/07
Meaitime Protocol for Sample # 2 on 6/25/07

[
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W 159? Continued From page 7 W 159

|
|
S,
| !
| o
| Observation during the lunch mealtime on June 7, l !

2007 at approximately 12:30 PM reveaied that | |
| Client #2 was served her prescribed diet on a | !
| $ectioned paper plat2 placed on an elevated !
i plateform. Interview with the day program staff ’ l
{ an June 7, 2007 at eoproximately 12:45 PM | |
| revealed that the day program did nat have a i
. current mealtime protocol for Clignt #2 from the |
i facility. In an interview with the QMRP on June 7, ‘ '
, 2007 at approximatey 4:10 PM it was i
acknowledged that tr e day program did not have !
a current mealtime protocol for Client #2 from the }

| facility. |

| [

. 2. The QMRP failed 1> ensure that each | 2. AT Staff at the Home have becn trained on | 6/20/07
! employee had initial znd continuing training in - I Incident Reporting on 6/20/07.

' reperting alterations in Client # 1's health to the i

| Department of Health’ Heaith Regulation

: Licensing Administrat on (DOH/HRLA) as [.
|

f avidenced by:

! Reveiw of an unusual incident report dated Mareh :
i 15, 2007 on June 7, 2207 at approximately
| 8:45AM, revealed that Client #1 had to be taken
| to the emergency roorn for shortness of breath

| 2fter eating dinner. Tha client was trealed and

‘ released on the same day. Review of the

i unusual incident repor: failed to evidence that this
1incident had been reported to governmental

i agencies as required.

|
|

|
|
|
| |
| !
' 1
|

3. All staffs at the Home have been traineg on  6/9/07

3. The QMRP failed to ensure that each N
i Incident Reporting and documenting injuries on

| employee had initial ard continuing training it

|
| !
{ documenting injuries o® unknown crigin for Client | | 2/20/07.
|' #2 to (DOH/MHRLA) as svidenced by: |‘ : |
i : ; !
l| Reveiw of an unusual incident report dated l ! ;
f August 28, 2006 an June 7, 2007 at : f i
- . | - | |
M CMS 2567(02-99) 1'revigus Versions Qbs, lole Event 10: 20001 Faecilily 13 D9G 149 If contiquatiap sheet Page & of 30
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| who is a diabetic wes observed to have blaeding

| around the area of the great right toe. Review of

| the unusual inciden: report failed to evidence that '
| this incident had been reported to governmental

| agencies as requireti.

!
1 4. The QMRP failed to coordinate services with

the nutritionist to encure that Client #2's diet
| texture was included in an updated nutritional
| assessment as evidenced by:

| approximately 9:004M, revealed that Client #2 i
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W 159! Continued From page 8 { W 159 ;
|
I
|

i
l

:’.’d'.::ied (’;)!:\ARP contacted the Nutritionist whe
'Pdated the nutritional asscesme; i
right texture on 6/9/07. "0 Mclude the

|
|'
l
|
[
’ Breakfast observation on June 7, 2007 at ||
| @pproximately 7:40 AM revealed that Client #2
| was eating soft scrambled eggs, muffin and oat ’
i flakes cereal softened with 1% milk, apple juice ‘
i and water in the appropriate amounts. Interview
| with the direct care staff on June 7, 2007 at ’
' approixmately 7:45AM revealed that the client i
f was on a mechanical soft diet. Review of the [
i Nutritional Assessment dated March 31,2007 on |
| June 8, 2007 at appreximately 12:00 PM |
| revealed that Client #22 was on a 1500 calorie l
| diabetic, low sodium ciet. Review of the 1
. Speech-Language Ev.luation dated April 14, [
1 2007 on June 8, 2007 at approximately 1:00 PM |
 revealed a recommen Jation for Client #2 to have |
| @ mechanical soft diet with thin liquids. | i
: |
13. The QMRP contacted the OT who completed 6/25/07
'an update to reflect the appropriate adaptive ) i
'equipment on 6/25/07. i

l 5. The QMRP failed to coordinate services with
i the Occupational Therapist (OT) to ensure that

|
| Client #2 was assessed for adaptive feeding [
|

|

I

l'equipment as evidencad by:

i

| Breakfast observation =n June 7. 2007 at

! approximalely 7:.40 AM revealed tha{ Client #2

j was using a teaspoon equiped with a velco strap

| altached to the left hard to eat her mechanical

| soft diet from a divided plate. Thin liquids wera ; 1

I . . i
W CME :"557(92-99) Frevious vVersic s Cheglg Eweol 1D #DCH

,
|

-
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| served from a stancard type cup. Review of the

‘ OT assessment datzd December 13, 2005 on

| June 8, 2007 at approximately 1-30 PM revealed

| & recomimendation for Client #2 to ultilize a

| adaptive plate, cup and utentils. Further review of|

| the OT assessment dated November 11, 2006 on |

| June 8, 2007 at approximately 1:40 PM revealed
| that there was no re:ommendations made

‘ regarding Client #2's adaptive feeding aquipment.

, Review of the Individual Suppart Plan (ISP)

- dated November 23, 2006 on June 8, 2007 at
approximately 12.30 PM revealed that it was
recommended that Client #2 utilize a divided plate

I and teaspoon equiped with a velco strap during

; mealtime.

|
| 6. The QMRP failed to coordinate services with

| the Speech-Languags Pathalogist to ensure that
[ Client #1's consumption of foods and that |
‘ reduction elient behaviors that could be potenti&llyi
{ harmful was assessed, monitored, and .
| addressed as evidenred by;
f

!
| |
| The finding includes; |

[
. Breakfast observation on June 7, 2007 at i
| approximalely 7:05 AM revealed hat Client #1 ;
| was given physical assistance to hold a built-up i
i spoon to eat a pureec diet of scrambled eggs, |
| muffins oat flakes ceraal with 1% milk from a |
' scoop plate that was cn an elevated tray. Apple |
' juice and water was served from a spout cup.

| Client #1 was attemptig to eat her food rapidly, :
| however staff gave her verbal cues to slow her |
| pace and the cfient complied. Interview with the |
| Qualified Mental Retar stion Professional (QMRP) |
| on June 8, 2007 at apr roximately 7:40 AM i
' revealed that Client #1 did not have a current |
! mealtime protocol, however the client was X

|
|
|
|

| 6. The QMRP contacted the Speech Pathologist

| who addresses client #1and # 2 consumption of 6/25/07
food and the reduction of behavior to be

motiitored by staff by updating her assessment to

: lncluclle pragress notes for safe swallow

1 techniques and aspiration precautions with

objective to protect Airway.

f
|
|
|' f
i [
| I
| |
|
| |
| !
| |
| !
l |
J |
|
!

W LM 2oy (L2 HO) Frevioys Versions Obsolele Evenl 10: 2501411
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i assessed by the Spoech-Language Pathologist in
lApril. 2007. The Speech-Language Evaluation
for April 14, 2007 was not available for review on
June B, 2007 at approximately 3:00 PM. Review
of the Nutritional Asisessment dated March 31,
1 2007 on June 8, 2007 at approximately 12:00 PM !
revealed that Client %1 was on a pureed diet with
high calorie snacks etween meals. There was i
no evidence of a current mealtime protocaol for the
direct staff to foliow regarding the client's need !
for supervision and t.afe strategies during |
mealtime, ' I
l 7. The QMRP failed :0 coordinate services with ' 7. The QMRP contacted the Specch
' the Speech-Language Patholagist to ensure that l Pathologist who addresses client #land # 2

consumption of food and the reduction of
' behav:or to be monitored by staff by updating
! her assessment to include progress notes for safe
" swallow techniques and aspiration precautions
| wnh objective to protect Airway,

Client#2's consumption of foods and the |
| reduction ¢lient behaviors that could be potentially |
. harmfyl was assessed, monitored, and ;
| addressed as eviden zed by:

|
!
| Breaktfast observation on June 7. 2007 at |
i approximately 7:40 AV revealed that Client #2
l was eating soft scrarbled eggs, muffin and oat |
i flakes cereal softened with 1% milk, appie juice
i and water in the appropriate amounts. Further !
| breakfast observations on June 7, 2007 revealed |
f that Client #2 was usig a teaspoon equiped with
: 8 velco strap attachec to the left hand to eat her |
| mechanical soft diet from a divided plate was on i
| an elevated tray, The liquids were served from a
| standard type cup. Clent #2 has several missing |
| teeth and was attempling to eat rapidly, however !
staff gave her verbal cues to slow her pace and l
|
|

| the client complied. Irterview with the Qualified |
i’ Mental Retardtion Pro'essional (QMRP) on June |
[ 8, 2007 at approximately 7:40 AM revealed that |
‘ Client #2 did not have a current meaitime |
protacol, however the client was assessed by the i
i Speech-Language Patologist in April, 2007, ;z !

|
|
|
i
|
|
|
|

M UME-SHE7(02-69) Tiviaus Versoms QI alele Evenl ity 2DCF Fauilily {0 053149 If continuation shees Page 11 af 30
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| Review of the Nutr:ional Assessment dated

|‘ March 31, 2007 on June 8, 2007 at approximately
12:00 PM revealed that Client #2 was on a 1500

calorie diabetie, low sodium diet. Review of the

Speech-Language IZvaluation dated April 14,

1 2007 on June 8, 2007 at approximately 1:00 PM

| revealed a recomm andation for a mechanical soft

. diet with thin liquids and the client's "intake is
rapid and she requires cues to slow down while

: eating”". There was no evidenee of a current

" meallime protocol for the direct staff to follow

: regarding the client's need for supervision and

|
|
|
|
4{

J safe strategies durirg meaitime.

|
|
|

 been effectively traired to implement emergency | Training on 626105 me completed CPR 6/26/07
B .

|| measures for four of four clients in the facility as
| evidenced by:

|

|
‘ |
| 8. The QMRP failed to ensure that all staff hag | 'S, Allsoftatihe

- [a)

! l
| | |
i Interview with the QMRP on June 7, 2007 at |
- approximately 3:15 FM revealed that all staff ! (
: would be trained in CPR by June 26, 2007. i j
i Record review on June 7, 2007 at approximately | |
1 3:20 PM revealed th.at five oit of thirteen staff did_[ |
. not have current CPF: cettification. There was no ;
{ documented evidenc: that all direct care staff had |
i‘ CPR training and current CPR certifications.

Il
| | |

| | 5 |

'9. The QMRP failed 10 ensure that all staff had | 9. ANl StafFat the home were trained on 20707

i been effectively trained on sexuality for four of | *sexuality on 6/20/07 ;

Hfour clients in the facility as evidenced by: | : ' ' '

| Interview with the OM3P on June 8, 2007 at* | ;

approximately 2:16 PM revealed staff had not |

| received training in sexuality for this certification

(year. Further interview revealed that all clients

| participated in going to @ community night club

i weekly to listen to muzic/dance with members of

| ) .
M CME-2ER7(12-98) eviaus Versioms O olele Event )} 2D0:11

|
!
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' the opposite sex.
wW 189' 483.430(e)(1) STASF TRAINING PROGRAM

| initial and continuing training that enables the
| employee to perform his or her duties effectively,
1[ efficiently, and comoetently.

.:

i

I

|

| The facility must provide each employee with |
|

l

|

;
,‘ This STANDARD s pot met as evidenced by f
| Based on observations, staff interviews and ,‘
i record reviews, the “acility failed to ensure that f

|
l
|
|
f
|
| |
|
|
|
|
]
|

, each employee had been provided with adequate

'training that enables the ermployee to perform his
or her duties effectively, efficiently and

| competently.

|
|
|
|
!

|

‘: The findings include:
il 1. The facility failed to ensure that each staff is

+ provided with adequzte training in documentation
 of program data for C lient #2 as evidenced by:

|

|
[

J 1. The Psychologist completed training on F6/20/07
Behavior Support Plan and Program ]
Docutnentation on 6/20/07.

|

I

|

|

|
.y .u'
' Review of Client #2's Behavioral Support Plan I
| (BSP) dated Novembzr ¢, 2006 on June 7, 2007 |
i

|

|

|

|

i

|

|

|

|

| 8t approximately 7:00PM revealed that staff was
i lo document on the data collection form to track
| incidents of Client #2's targeted behaviors

! (physical aggression, screaming, yelling and

. spitting ). Further revisw revealed that staff was
f to document "what was happening at the time,

| solution/respanse and date/time,” On June 8,
2007 at approximately 7:15PM the review of the
1 data collection was completed and refected that
| that the staff had not documented in accordance
! with the instructions. T e data collected was

| documented as follows:

|

| |
; &) May 1-8, 2007- Staff documented thal i
v !

1

l
|
|
!
|
1
i
i
t
|
|
|
|

i
|
;
|
|
r
|
|
|
|
|

|
|
|
!
|

| |
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| behaviors had occured however, staff
i documented "none" under “what was happening
( at the {ime?" |

i

i b) May 14, 2007- Staff documented that
behaviors had occur:d however, staff 0

documented “none" under "what was happening ( ' ’
at the time?"

c) May 1-8, 2007- Staff documented that
behaviors had occured however, staff
documented "none” inder "solution/ response”

|

|

!

d) May 14, 2007- Stzff documented that [

" behaviors had occured however, staff |
| doeurmented "nene" under “"solution/ respanse” |’ '

|

|

|

l

|

f) May 1-8, 2007- Staff documented that
behaviors had occured however, staff
] documented "nore" 1. nder “dateftime”

|

|

| g) May 14, 2007- Sta f documented that

' behaviors had occuress however, staff

j documented "none” under "date/time"

In an interview with the Qualified Mental :

i Retardation Professional (QMRP)on June 7, i

©2007, it was acknowledged that the staff were g

_implernenting the program as written but that |
|
|
|
|
|

| there was a problermn with the documentation,

| There was no evidence that the data had been
| collected in accordance: with the BSP far Client
1 #2, which was necesszry for a functional

: assessment of the client's progress.

i
|
|
]
!
i
!
i
i
|

S -
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i
| :‘ |
! | ,
I [ |
e | |
! 2. The facf!itly’fail‘ed to ensure staff received | ‘ 2. All staffs at the Hore have been trained on ~ 6/20/07
] eff_ectlve training in irzident Management as Incident Reporting and documenting injuries on
‘ évidenced by: €/20/07,
. i
‘ a, Review of an unusual al incident report dated , I‘
March 15, 2007 on June 7, 2007 at approximately
' L a. All sta .
| B:45AM, revealed thzt Client #1 had 1o be taken Incident ngs Z:_tt.he Home have been trained on ; 6/20/07
to the emergency room for shortness of breath | 2120/07 porting and documenting injuries on
after eating dinner. Tt e ¢lient was treated and i ’
released on the same day. Review of the l

| unusual incident report failed to evidence that this j j
incident had been repnrted to governmental !

|
|
agencies as required. i

b. Review of an unusual incident report dated
August 26, 2006 on Jiune 7, 2007 at
approximately 8;:00AM, revealed that Client #2
who is a diabetic was observed to have bleeding
around the area of the great right toe, Review of !
i the unusual incident report failed to evidence that |

this incident had been reported to governmental |- !
agencies as required. |

Inei :
hcident Reporting ang documenting Injuries on

:
J

| |

| | b All stafs at the Home have been trained on ~ 6/20/06
} 2120707,

1

!
]
!

L | s . | ' 6/20/07
3. The facility failed to snsure that all staff had | | jé“ﬂ. Sl 2}2‘;‘/’3"0’“"‘ were trainedon |
been effectively trainec on sexuality for four of | | Sexuality on 7.

four clients in the facility as evidenced by:

l
|
i
|

!

| !

i Interview with the QMRP on June 8, 2007 at [ l !
|

i

l

I approximately 2:15 PM revealed staff had not . f
' received training in sex.ality for this certification | :
| year. Further interview revealed that all clients | |
|
i

" participated in going to & community night club :

WZMES2UGHO2.00) Previgus Versions Dhac ot fFyvrmt (1) Z0S 3 Faciity 1D: 09GE149 T continualion shee{ Page 15 of 230
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weekly to listen to nusit/dance with members of
| the opposite sex,
4, The facility failec to ensure that all staff had | | 4- All Staffs at the Home were train on the e 6/20/07
. been effectively trained on Client #2's over head , of the overhead Trapeze on 6/20/07.
| trapeze as evidencad by
! Observation of Client #2's bedroom on June 7,
| 2007 at approxima:ely 6:10AM revealed a large
over head trapeze over her hospital bed.
| Interview with the CIMRP on June 7, 2007 at
i approximately 10:15 AM revealed staff had not
received training or how to use the over head
trapeze was placed in the facility on June 5, 2007

and that All staff will be trained on the equipment
| on June 25, 2007. Review of a physical therapy |
' consult dated November € 2006 on June 8,
! 2007at approximately 4:30PM tevealed a
. recammendation fo- Client #2 to have an over
| head trapeze over I er hospital bed. i
W 192 483, 430(e)(2) STAFF TRAINING PROGRAM

All staff at the home completed CPR Training i

! For employees whe work with clients, training
on 6/26/07.

|
I
|
I
frapeze, Further intzrview revealed that the r|
|
l
|
|
|
| must focus on skills and competencies directed |
; loward clients’ healt1 needs. | [
|
! This STANDARD is not met as evidenced hy: |
| Based on observalic n, staff interview and record
« review, the facility failed to effectively train staff to |
" implement emergen:y measures for four of four |

f
i! The finding includes |
| .
, Interview with the Quialified Mental Retardation - !
Profpf:qlonal (QMRP) on June 7, 2007 at ; | |

DFM CMS 7 JWO« J‘-JJ '-‘rcv'uuu Versions U baslele L«cnt 1D 20U Facility 10 09149
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not have curremt CPR certification. There was no |
documented evidenize that all direct care staff had
CPR training and current CPR certifications,
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. approximately 3:15 PM revealed that all staff The Psychologist completed training on |
| would be. trained in PR by June 26, 2007, Behavior Support Plan and Program ) 6/26/07
| Record review on June 7, 2007 at approximately Documentation on 6/20/07. '
3:20 PM revealed that five out of thirteen staff did f
|
l

W 214

The camprehensive functional assessment must

identify the client's specific developmental and

behavioral managerent needs. ’
|

This STANDARD is not met as evidenced by: |
Based on observatio., interview and record

J review, the facility fai ed to ensure each client had )
! @ comprehensive occ upational assessment on file |
| that depicted their curent functional status in that ]
| domain, far one of thiz two clients in the sample.

J (Client #2)

|
 The finding includes: |
l
Sample # 2 has a com ared . L
mprehensive Qcen ational G 7

Assessment was included m the ISP 3,1% an al 16/25/0
{updated progress notes to include the correct |
|

adaptive equipment for Sample # 2 was

completed on 6/25/07 f

approximately 7:40 Al revealed that Client #2
was Using a teaspoon equiped with a velco sirap
attached to the left had to eat her mechanical
soft diet from a divide: plate. Thin liquids were
served from a standard type cup. Review of the
OT assessment dateo December 13, 2005 on

i

!

|

l

|
. Breakfast observatior on June 7, 2007 at [ !

|

|

|
I June 8, 2007 at apprc <imately 1:30 PM revealed .' '
| a recommendation for Client #2 to utilize a . |
| adaptive plate, cup and utentils. Further review of| ,'
'the OT assessment dited November 11, 2006 on | |
|
l

| June 8, 2007 at approximately 1:40 PM revealed (
! that there was no recc nmendations made ;

l
|
|
!
|
|
 regarding Client #2's z Japtive feeding equipment. i |
i Review of the Individual Support Pian (ISP) | i i

i
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dated November 23, 2006 on June 8, 2007 at ‘ }
| approximately 12:30 PM revealed that it was ' ‘
' recommended that Client #2 utilize a divided plate The QMRP contacted the OT
- . X . " who completed &
| and teaspoon equiped with 2 velco strap during update to reflect the appropriate adapti\z. "
mealtime. There was no evidence that the client equipment on 6/25/07,
| had a comprehensive: occupational assessment
on file that depicted her current functional status. |
w 217

W 217 | 483.440(c)(3)(v) IND VIDUAL PROGRAM FLAN
: The comprehensive lunctional assessment must
include nutritional status.

' This STANDARD is not met as evidenced by:
Based on the direct care staff and the Qualified
Mental Retardation Fofessional (QMRP) '
interviews. observaticn and record reviews, the l
facility failed to ensun: that interventions put in
place had been fully ¢ valuated to ensure the
effectiveness of a feeding protocot for two of two
| clients in the sampie,

|

| The findings include:

|
1
l, The facility failed to ensure that the Professional |
| Staff (Nutrition, Speech) had assessed, i
' monitored, and addressed Client#2's ]
| consumption of foods and to reduce client i
i behaviors that could be potentially harmful.
| There was no evidence that the current mealtime !
| interventions had been evaiuated and revisions |
i considered as deemed warranted to ensure safe
| ealing as evidenced b/

| 1. Breakfast observation on June 7, 2007 at

. approximately 7,40 AM revealed that Client #2 i
| was eating soft scrambled eggs, muffin and oat |
i flakes cereal softened with 1% milk, apple juice
i and water in the approoriate amounts, Further

| 1. The QMRP contacied the Speech Pathologist
who addresses client #1and # 2 consumption of
food' and the reduction of behavior to be

| mojmmred by staff by updating her asscssment to

| inc u@e progress notes for safe swallow
tec}’nmgues and aspiration precautions with
objective to prolect Airway.

st ]
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breakfast observati¢ 1¢ on June 7, 2007 revealed
that Client #2 was using a teaspoon equiped with
a velco strap attached to the left hand to eat her

| mechanical soft diet from & divided plate was on
an elevated tray. Th liquids were served from a
!'standard type cup. Glient #2 has several missing
teeth and was attempting to eat rapidly, however
staff gave her verbal cues to slow her pace and
the client complied. Interview with the Qualified

i Mental Retardtion Priofessional (QMRP) on June
8, 2007 at approximately 7.40 AM revealed that
Client #2 did not have a current mealtime

i protocol, however the client was assessed by the
! Speech-Language Pathologist in April, 2007.

' Review of the Nutritional Assessment dated

i March 31, 2007 on June 8, 2007 at approximately
| 12:00 PM revealed that Client #2 was on a 1500
. calorie diabetic, low sodium diet. Review of the

i Speech-Language Evaluation dated April 14,

i 2007 onJune 8, 2007 at appraximately 1:00 PM

| revealed a recommer dation for a mechanical soft
| diet with thin liquids and the client's "intake is

] rapid and she requires cues to slow down while

I eating”. There was nuo evidence of a cutrent

; mealtime proto¢ol regarding the client's need for

i supervision and safe strategies during mealtime.

'
|
|
|
|
! !
| |
|
'
l

: 2, Breakfast observation on June 7, 2007 at

. approximately 7:05 AM revealed that Client #1

I was given physical assistance to hold a built-up

i spoon {0 eat a pureed diet of scrambled eggs,

- muffins oat flakes cersal with 1% milk from a

i scoop plate that was ¢n an elevated tray. Apple

' juice and water was sexrved from a spout cup. |
; Client #1 was attempti 1g to eat her food rapidly,

' however staff gave her verbal cues to slow her I
' pace and the client cormplied. [nterview with the |
i Qualified Mental Retarition Professional (QMRP) |
on June 8, 2007 at approximately 7:40 AM ,

t

| 1. The QMRP contacted the Specch Pathologist 6/25/07
who addresses client #1and # 2 consumption of

| food and the reduction of behavior to be

i monitored by staff by updating her assessment to

! include progress notes for safe swallow
techniques and aspiration precautions with

' objective to protect Airway.

i
|

| -
| |
;2 The QMRP contacted the Speech Pathologist
who addresses clicnt #1and # 2 consumption of
food' and the reduction of behavior to be
monitored by staff by updating her assessment to
Include progress notes for safe swallow

techn igucs and aspiration precautions with
objective 1 protect Airway,
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W 217 | Continued From page 19

revealed that Clien* #1 did not have a current
- mealtime protocol, however the client was

assessed by the Speech-Language Pathologist in |
April, 2007. The Sgeech-Language Evaluation

for April 14, 2007 was not available for review on
June 8, 2007 at approximately 3:00 PM. Review
of the Nutritional Assessment dated March 31,

“ 2007 on June 8, 2007 at approximately 12:00 PM
revealed that Client #1 was on a pureed diet with
high calorie snacks between meals, There was
no evidence of a cL Tent mealtime protocol I
regarding the client's need for supervision and ]

safe strategies during mealtime.
W 252 ' 483.440(e)(1) PROGRAM DOCUMENTATION
Data relative to accomplishment of the criteria
specified in client individual program plan |
objectives must be documented in measurable
terms.

This STANDARD ie not met as evidenced by:
Based on staff interview and record review, the
facility failed to ensure that each client’s Individual
Program Plan (IPP) objectives are documented 1
consistently and accuralely for one of the two
clients included in the sample. (Client #2 )

The finding includes

Review of Client #2'; Behavioral Suppert Plan
{BSP) dated Novern >er @, 2006 on June 7, 2007
at approximately 7:0JPM revealed that statf was
to docurnent on the data collection form to track
incidents of Client#:'s targeted behaviars
(physical aggression, screaming, yelling and
spitting ). Further resiew revealed that staff was |
to document "what was happening at the time,

W 217

W 252

! i

| i
* 1. The Psychologist completed training on | 6/20/07

Rehavior Support Plan and Program i
| Documentation on 6/20/07.

| }
J— e L R LI e

- Lo ]
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] solution/response ar d date/time.” On June 8,
| 2007 at approximately 7,15PM the review of the
' data collection was completed and refected that
~ that the staff had nol documented in ag¢ordance
! with the instructions. The data collected was
| docurmented as follows: |
| .
i a&)May 1-8, 2007- §taff documented that
! pehaviors had occured however, staff l
documented "nene” under "what was happening l
at the time?”

| b) May 14, 2007- Staff documented that
| behaviors had occured however, staff
documented "none" under "what was happening

L at the time?"

c) May 1-8, 2007- Staff documented that
behaviors had oc¢cured however, staff
documented "none" under "solution/ response”

i d) May 14, 2007- Sta’f documented that

I

|

|

|

| |

| I

| j

i behaviars had occure 3 however, staff i |

| documented "none” Lnder "solution/ response” ’ 1

. |
| l

: f) May 1-8, 2007~ St: ¥ documented that 1 !
» behaviors had occured however, staff \
; documented "none" under "date/time” .
i !
' g) May 14, 2007- Staff documented that |
» behaviors had occuret] however, staff |
i documented "none" uader "dateftime” i
|
|
i
i
|

|
|

! In an interview with the Qualified Mental

| Retardation Professior al (QMRP)on June 7,

2007, it was acknowledged that the staff were
. implementing the prog-am as written but that
there was a problem with the documentation,

N LSRG 2uETICR 59) Proviuus Versions, Chusolele Eveni 10 ZDWH11
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i
1
|
|
|
|
i
[
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There was no evider ce that the data had been
collected in accordarice with the BSP far Client , ,
| 42 which was necessary for 3 functional |
assessment of the client's progress.
W 322

W 322 483 .460(a)(3) PHYSICIAN SERVICES

| !
' The facility must provide or obtain preventive and |

' general medical care,

' This STANDARD is 1ot met as evidenced by:
Based on observation, staff interview, and record
review the facility failed to provide preventive and
general care for two uf two clients in the sample.
(Clients #1 and #2 )

| The facility failed to o-der |aboratory studies for
| Client #2 who is on &nti-convulsant medications
] and glucose management medication,

|
|
i The findings include: 5
|
|

| 1. Observation of the morning medication

| admimistration on June 7, 2007 at approximately
" 7.35AM, revealed the: Client #2 received

| Phenobarbital 30 mg ay mouth in the AM and
Dilantin 200 my twice a day by mouth.  Interview
with the nursing staff an June 7, 2007 at
approximately 7:45AM revealed that Client #2
was administered the anti-convulsant medications
for seizure management. Review of the '
Medication Administrz tion Records (MARs) on
| June 7, 2007 at approximately 10:15AM revealed
' that the client was prescribed Phenobarbital 30 |
mg by mouth in the AlA, Phenobarbital 80 mg hy

| mouth in the PM and Dilantin 200 mg twice 8 day
! by moulh for seizure ranagement. Review of ihe

. Sample # 2 completed laboratory studics nn 107
6/ l§/07. A copy of results has been attached for 6/1>
review.

’ |

|
i
!
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physicians orders diated June 1, 2007 on June 7,
2007 at approximately 10:45 AM revealed that the
medications were prescribed for seizure
management. Therz was no documented |
avidence that laborz tary studies were ordered to | I l

monitor the client's anti-convulsant medications. |

2. Acopy of Sample # 2 PMOF has been 6/8/07
attached which reflects the order for finger sticks '
~ for review.

2. Observation of thir morning medication
administration on June 7, 2007 at approximately
7:40AM, revealed that Client #2 received
Glucophage 500 mg twice a day by mouth.
Interview with the nursing staff on June 7, 2007 at
approximately 7:504M revealed that Client #2
was administered th > medication for glucose
management and that finger sticks were
performed in the AM and PM on alternate days. |
Review of an endocrine consult dated December
7.2006 on June 8, 2007 at approximately 4.12PM
' revealed a recommendation to vary fingersticks
sometimes in AM and sometimes in PM. Review |
of the physicians orders dated June 1, 2007 on
June 7, 2007 at approximately 10:55 AM revealed
 that the medications were prescribed for glucose |
. management. There was no documented .
: evidence that finger sticks were ordered fo ‘
li monitor the client's g ucose jevels, i

3, The facility failed to order the diet for Client #2 3. acopy of Sample # 2 diet order reflecti .
.! that was recommencded by the Speech/Lanuage | recommendation by the Speech Pe:tl:;?:;lﬁas 6/26107
| Pathologist as evider ced by: been attached for your review. o

I
|

|
|

| Breakfast observation on June 7, 2007 at
K approximately 7:40 AM revealed that Client #2

| was eating soft scrambled eggs, muffin and oat |
| flakes cereal softened with 1% milk, apple juice [
| and water in the appropriate amounts. Interview 5 i
i with the direct care staff on June 7, 2007 at ! l
' approixmately 7:45AM revealed that Client#2
| was on a mechanical soft diet. Review of the |
' |

1
i

}
vl
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| Primary Care Physician's orders dated June 1,

revealed that Client $2 was on a 1500 calorie
diabetic, low sodium diet. Review of the
Speech-Language Evaluation dated April 14,

| 2007 on June 8, 20C7 at approximately 1:00 PM

diet with thin liquids “or Client#2, There was no
avidence that a mec 1anical soft diet with thin
 liquids was ordered for the client,

|

| 3. The facility failed 1> order the diet for Clignt #1

‘ that was recommenced by the nutritianist as
evidenced by:

' Breakfast observatioy on June 7, 2007 at

| approxitmately 7:05 4M revealed that Client #1

| was given physical assistance to hold a built-up
spoon to eat a pureen diet of scrambled eggs,

I muffins oat flakes cereal with 1% milk from a
scoop plate that was on an elevated tray. Apple

} juice and water was served from a spout cup.

! Review of the Primar Care Physician's orders

' dated June 1. 2007 ¢1 June 8, 2007 at

i approximately 1:10 PV revealed that Client #2
was prescribed Lipito* 10 mg every evening by

| mouth for hypercholestrolemia. Further review of

| the Primary Care Physician's orders dated June
"1, 2007 on June 8, 2007 at approximately 1:12

{ PM revealed that Client #1 was on a pureed diet
i with high calorie snac s between meals. Review
+ of the Nutritional Assessment dated June 27,

1 2006 on June 8, 2007 at approximately 1:15 PM
i revealed a recommendation o add low

i cholesterol to the diet order. There was no

| evidence that a low cholesterol diet was ordered
{ for the client.

W 331 i 483.4580(c) NURSING SERVICES

2007 on June 8, 2007 at approximately 12:10 PM

revealed a recommendation for a mechanical soft |

W 322!

W 331

|
l CRO$S-REFERENCED TO THE APPROPRIATE PATE

|
|
|

I
1

4. A copy of Sample # 1 PMOF, which includes
an order for low cholesterol diet has becn
attached for review

6/8/07

| |
| |

|
|

|
1

|
i
i
!
;
|
l
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The facility must provide clients with nursing
services in accordance with their needs. X
|

|

l
This STANDARD i¢ not met as evidenced by;
Based on staff interview and record review the
faciiity failed to ensure nursing services in
accordance with the needs of two of twe clients in
the sample. (Client 1 and Client #2)

The findings inciude

! 1. The facility's nursig services failed to ensure 1. A copy of Sample # | updated Health i 67107

I'that Client #1 had an updated Health Management Care Plan (HMCP) hag been
{ Management Care Plan (HMCP) evidenced by: " attached for roview,
‘ |
! Review of a HMCP dated March 20, 2006 on g
tJune 8, 2007 at approximately 3:30PM revealed
that it had not been updated or revised to reflect
| the client's current weight loss due to unknown
etiology. Interview with the QMRP on June 8,
2007 at approximatel, 3:35 PM revealed that the |
2 Director of Nursing had updated the HMCP but |
‘hat the HCMP was it in the facility. Review of !
i nutritionist and G cor sults dated June 6, 2007 an i
f June 8, 2007 at appre¢ ximately 3:40 PM revealed |
“that the client had experienced anine pound |
i decline in weight due o unknown orgin. There ]
| was no evidence that Client # 1's HCMP was i
} updated or revised, ! [
|
|
!
|
|
i
J
|

i 2. A copy of Samplc # 1| dermatology ' 6/20/07

i 2. The facility's nursing services failed to ensura ) g
consilitation has bects attached fot teview

i that Client #1's derma clogy appointment was

| conducted timely as evidenced by:.

|

5 Review of an dermatology consult dated October

i 23, 2006 on June B, 2007 at approximately 3:00
PM revealed a recommendation for Client # 1 to

i return to the dermatolcgy clinic in two months. In

|
|
!
|
|

i
|
I'

Wi CME 807 (G2-99) Previous Versions Dl olete FuantiD 200N Farility 1D, 089149 IF continualion sheel Page 245 nf A0




@6/ 26/2087 18:46 2827275937 OFFICE OF IG PAGE 51/58

PRINTED: 06/15/2007

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES . | (XD) PROVIDER/SUPPLIERICLIA (x2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
i
i 09G149 8. WING —— — 06/08/2007

STREET ADDRESS, CITY. STATE, ZIP CODE

NAME OF PROVIDER OR SUPPLIER
2715 13TH STREET, NE

ST JOHN WASHINGTON, DC 20018
T x| SUMMARY STAEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION |
Sdix | EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORREGTIVE ACTION SHOULD BE COMPLETION
R°R 1 REGULATORY OR LEC IDRNTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE DATE
l DEFICIENCY}
1

]
W 331 Continued From paye 25 W 331! \

| an interview with the House Manager on June 8, l|

{ 2007 at approximatily 3:02 PM it was :

acknowledged that lient # 1 did not return to the ,

dermatology clinic in two months. There was no ]
evidence that Client # 1 was returned to the i
dermatology clinic in two months as |
“ recommended. | |

|
| 6125107 1

! - . . , T T4 the policy of St, John’s Community Services

conducted timely as evidenced by: manner. ]

| : In the future, all medical appointments will be

| Review aof an endocrine consult dated December | ! complcted in a timely mAnner

1 7. 2006 on June 8, 21007 at approximately 4:10PM '

 revegled that Client # 2 had an endocrine

: appointment on Fetruary 8, 2007, however the

| medicat office was closed. Interview with the

, Houge Manager on June B, 2007 at ;

' approximately 4:15F'M revealed that the :

| appointment was re scheduled for March 27, -5

' 2007, Review of the: medical record on June 8, '

\ 2007 at approximately 4:16PM reveled no

| avidence of an endccrine exam. Further '

| terview with the House Manager on June 8, '

2007 at approximately 4:18PM revealed that an !

' endecting appointr-ant was scheduled for June i |
|
1

| 95 2007, There was no evidence that the

| endrocrine appointrugnt was obtained in a timely

manner. : :
\

! :
' 4. The facility's nurs ng services failed to ensure i 4. ACo 3 .
| Clienl #2's laboratary studies were conduted ' l been atta%;f EI:S\]::? Laboratory studies has
II timely as evidenced by. i ' ' ‘
l :
| Review of an endog ‘ine consult dated December ’ '
| 7,2006 on June 8, 2007 at approximately 4:10PM |
| revealed that Client # 2 had an endocrine ! .
| appointment on February 5. 2007. Further review il \
I !
| l

| revealed recommer Jations for Client 42 to have

i
i

P - e vt oo
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W 331 Continued From page 26 w 331 ll
| 2 HBAIG, fasting lipiis and urine HID/CR. | 1
Interview with the Licensed Practical Nurse {LPN) ll
on June 8§, 2007 at epproximately 4:19 PM |
revealed that the laboratory studies had not been |
performed. Further interview with the LPN on u l
June 8, 2007 at approximately 4:20PM revealed |l
|
i

that the |aboratory siudies was scheduled for 1
June 8, 2007. There was no evidence that the |
endrocrine laboratory studies was obtained in a |l
timely manner. I

I

il 5. The facility's nurs ng services failed to ensure fs’ It-|s the policy of St Mmjs Comm“"in.' 6/15/07
| Client #2's ENT appuintment was conducted o i Complere all m°d‘°ﬂ:i°°-"-5““a“°ns

b - . ' or all individuals as recommended in a timely
| timely as evidenced dy: : | manner.

' Review of an audiolc gy consult dated August 25,
i 2006 on June 8, 2007 at approximately 2:00PM
| revealed a recommendation for Client # 2 to have
t an ENT appointment for cerumen remavel. Inan
| interview with the LFN on June 8, 2007 at ! i
| approximately 2:05 F M that the ENT appointment | i
was schulded on Jure 15, 2006. There was no
. pvidence that Client # 2 was scheduled for an

| ENT in a timely manner. ' .I \
l 6. The facility's nursing services failed to ensure ‘, ] 2 1t is the policy of St. John’s Community |
| Client #2's CT Scan if the brain was conducted ', ;_emc?s to complete all medical consultations |
| imely as evidenced by. or all individuals as recommended in a timely *

' mannet. |
: ' 1 2 l
f " col”"le"dati( ms F()] me dll(‘.:ll :
n lle I,llllll:a r'e 1

n t " W '" i !
manner ' ‘ y '

| Review of & neurology consult dated June 27,
| 2006 on June 8, 2007 at approximately 2:10PM
' revealed a recommendation for Client # 2 to have
a CT Scan of the hesd with contrast. Review of 2 ; 1
Primary Care Physician (PCP) progress note |
' dated October 28, 2006 on June 8, 2007 at \ l
approximately 2:12 FM indicated "can not rule out | : i
| I
|
J

neoplasm will schedtle for CT Scan of the brain
with contrast ", Review of a radiology report
dated February 22, 21007 on June 8, 2007 at
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09G149

NAME OF PROVIDER OR SUPPLIER

W 331 | Continued From page 27 W 331
approximately 2:14 M indicated "right frontal
mass that is presurr.ed to be extra-axial and
demonstrates intens.e homogeneous
enhancement, Recemmend neurosurgery

consultation”. Interv ew with the Qualified Mental |
Retardation Professional (QMRP) revealed that i
Client#2's sister wourld not sign the consent for |
the CT Scan of the brain with contrast. However |
Client #2's sister is riot her legal quardian. There

| was no evidence that Client # 2 was scheduled ;
{for a CT Scan of the brain with contrast in a timely '
manner.

W 440 | 483.470(i)(1) EVACUATION DRILLS W 440

The facility must hold evacuation drills at least
quarterly for each s ift of personnel. .
|

This STANDARD is not met as evidenced by. |
Baged on staff interview and record review, the :
facility failed to hold 2vacuation drills quarterly on [
\ all shifts.
t
! i
! Interview with the Qu alified Mental Retardation |
| Professional (QMRP) on June 7, 2007 at 1
| approximately 1:46F M revealed that the staff ’
 schedules as follows: ‘ :
I
|

The finding includes;

|
i Weekday Shifts are as follows:

. Day shift: 7:00 AM to 3:00 PM
| Evening shift 3.00 PV o 12:00 AM . ‘
| Night shift: 12:00 AM to 7:00 AM l ~

| Review of the availat le fire drill records dated | l
,from June 8, 2006, c May 31, 2007 at ! !
| approximately 1:48P1/ revealed that fire drills i :
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| were not conducted on the day shift during the ) '
It is the Policy of St. John’s Community 6/20/07

| first, second and third quarters. Further review

! revealed that fire diills were not conducted on the Services to conduct its fire drill under varying
| evening and night ¢ hifts during the fourth guarter. conditions, |
| There was no evidence that every shift of Tn the future all fire drills will be held in varying
| personnel conducted an evacuation drill at least conditions.

quarterly.

W 441 | 483.470()(1) EVACUATION DRILLS W 441 |

W 440

I The facility must hold evacuation drills under
varied conditions.

' This STANDARD it not mat as evidenced by: l
Based on staff interview and record verification, l
!
I
i

the facility failed to hold evacuation drills under
| varied conditions.

I
i | The finding includes:

! On June 7, 2007 at approximately 1:50PM review The Fire Drill Sche .
of fire drill racords and interview with the Qualified revised to inlh;;: f}?: i;: ?;iﬁm "3 me has been

' Mental Retardation Professional (QMRP) ! om the new schedule. o ond staft trained

| revealed that during the past year. staff had not

. practiced exiting through all three egresess of the

facility. Most fire drils were conducted via the .

| front and back exits on the first floor. There was j

| ng evidence that evacuation drills were being held

{ under varied conditicns, :
W 460 483.480(a)(1) FOOUD AND NUTRITION

| SERVICES

i
|
|
|
|

' well-balanced diet in zluding modified and
! specially-prescribed diets.

{ This STANDARD is not met as evidenced by:
| Based on observation, interview, and recard

|
|

1

|

l !
| Each clienl must reczive a nourishing, i
1

|

|

1

I

l

|
l I
!
!
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